INTRODUCTION
Repair of groin hernias is the most commonly performed surgery by general surgeons worldwide. 1 Approximately 75% of all abdominal wall hernias are seen in the groin and about 20 million inguinal herniorrhaphies are performed worldwide every year. 2, 3 Common complications of groin hernia include irreducibility, bowel obstruction and strangulation when there is negligence and delayed elective repair. Studies have shown a high incidence of these hernia accidents with attendant morbidities and mortalities due to late presentation. 4, 5 However, bowel strangulation is the most dreaded life threatening complication requiring an emergency surgical intervention and the incidence may be up to 5%. 6 A rare complication of groin hernia in adult is testicular gangrene. Here, we report a case of strangulated inguinoscrotal hernia complicated by testicular gangrene.
CASE REPORT
A 25 year old boy was admitted with irreducible and painful right inguinoscrotal swelling of 2days duration. He has had a reducible right inguinoscrotal swelling 6 year prior to this time. There was associated colicky central abdominal pain, constipation and 4 episodes of bilious vomiting. There was no preceding history of testicular pain.
Physical examination revealed an acutely ill-looking patient in painful distress with low grade fever (37.9⁰C) and dehydration. The pulse was 108 beats per minute and blood pressure was 120/70mmHg. Abdominal examination revealed a minimally distended abdomen and a huge right inguinoscrotal mass with shiny overlying skin. There was differential warmth over the mass which was tender and irreducible. The right testis could not be evaluated separately from the mass. Per rectum examination showed empty rectum. A diagnosis of strangulated right inguinoscrotal hernia was made.
The patient was resuscitated and subsequently had right groin exploration after 2 hours of admission. Intraoperative findings revealed 200mls of brownish fluid within the hernia sac, gangrenous ileal segment about 36cm long and 15cm proximal to ileo-caecal junction and testicular gangrene (Figure 1 and 2) .
A midline laparotomy incision was later made and resection of the gangrenous ileal segment with primary anastomosis was performed. Hernia repair by nylon darn technique and right orchidectomy was performed.
Postoperative period was uneventful and patient was discharged home on the 7 th day of admission. 
DISCUSSION
Complications arising from groin hernias are still common in our setting. Quite a number of patients still present late and would have experienced one or more symptoms before they consider coming to the hospital perhaps because of fear of surgery, ignorance and financial constraint. 7 Testicular infarction/gangrene is most commonly secondary to testicular torsion. The latter is a surgical emergency commonly encountered in adolescents. The diagnosis of this acute condition is mostly clinical but could be confirmed with Doppler ultrasound which is the diagnostic imaging of choice.
Testicular infarction following a strangulated inguinal hernia is a grievous sequelae which is rare in adults. Although, it has been well documented in pediatric literature and this may occur in up to 30% of boys with incarcerated hernias. 8, 9 It is usually as a result of compression and compromise of the vascular supply within the inguinal canal leading to ischemia, infarction and gangrene. In the literature, only 2 adult cases were demonstrated to have testicular compromise due to large obstructed inguinal hernias and both had manual reduction of the hernias with resultant good blow flow to the testicles. None of the patients required orchidectomy. 10, 11 The diagnosis of testicular gangrene may be obscured when this occurs secondary to a complicated hernia as reported in the index case with huge and tender inguinoscrotal swelling who also did not have the benefit of Doppler ultrasound to assess the testicle. The testicular symptoms, as experienced in this case, were most likely masked or overshadowed by features of bowel obstruction and gangrene.
The mechanism of arterial compression in huge obstructed hernia with or without strangulation is most likely analogous to torsion and the time to reduction of the hernia and return of blood flow should be less than 6 hours to prevent permanent ischemia. The testis of the patient in this case could not be salvaged as a result of delayed presentation and he subsequently had orchidectomy in addition to resection of the gangrenous ileal segment and primary anastomosis.
CONCLUSION
In conclusion, testicular infarction, though rare, is a likelihood complication of strangulated inguinoscrotal hernia in adult. With this borne in mind, attempts should always be made to routinely inspect the testis of the affected side intraoperatively most especially where prior ultrasonography is not feasible in order to avoid leaving non-viable gangrenous testis behind.
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